I read with interest the article titled "Differentiating extensor plantar response in pathological and normal population" by Loo et al. in the AIAN journal. [1] The authors systematically studied this important question in 156 individuals and found that extensor responses were seen in 18.6% of feet of normal individuals. This included withdrawal response and Babinski response in nearly equal proportion. They must be commended for this meticulous work leading to a new observation, but some technical issues in the elicitation of the reflex are of concern: 1. The authors have not specified the stimulus object that was used to elicit the reflex 2. They have not mentioned how rapidly or slowly the stimulus was delivered. The textbook description of the test specifies that the stimulus must be delivered over 3-5 s [2] 3. How superficial or deep was the stimulus applied? Plantar reflex is a superficial reflex and applying deeper pressure results in elicitation of a muscular reflex 4. What is meant by great toe extension? Is it at interphalangeal joint or metatarsophalangeal joint of the great toe? Again, the textbook description is to observe the movement at metatarsophalangeal joint 5. Was tensor fasciae latae contraction looked for? Even in the absence of great toe movement, tensor fasciae latae contraction may be observed in Babinski response.
In the absence of these important details of methodology of elicitation of the reflex, it may be premature and potentially erroneous to state that Babinski sign could be elicited in such a significant proportion of healthy individuals. It would be helpful if the authors could make videos of Babinski sign in some of their normal subjects available for review in the online version of the journal.
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Differential Diagnoses of Amyotrophic Lateral Sclerosis are More Variegated than Anticipated
Sir, With interest we read the review article by Singh et al. about the differential diagnoses of amyotrophic lateral sclerosis (ALS). [1] Differential diagnoses discussed in the article include benign fasciculation syndrome, multifocal motor neuropathy, neuralgic amyotrophy, bulbospinal muscular atrophy (Kennedy's disease) (spinal and bulbar muscular atrophy), chronic inflammatory demyelinating polyneuropathy, inclusion body myositis, polymyositis, ischemic stroke, Guillain-Barre syndrome, Miller Fisher syndrome, oculopharyngeal muscular dystrophy, neck extensor myopathy, radiation-induced radiculopathy, myasthenia gravis, multiple sclerosis, hereditary spastic paraplegias, Vitamin-B12 deficiency, copper deficiency, adrenomyeloneuropathy, adult polyglucosan disease, syringomyelia, cervical myelopathy, four-A syndrome (Allgrove syndrome), thyreotoxicosis, hyperparathyroidism, HIV infection, and Post-polio syndrome. [1] We have the following comments and concerns.
Missing in this list of differentials of ALS are mitochondrial disorders, compression-induced painless cervical radiculopathy, [2] late-onset Hirayama disease, [3] Niemann-Pick disease type C, [4] Herpesvirus myelitis, [5] mitochondrial membrane protein-associated neurodegeneration, [6] spinocerebellar ataxia Type 3, [7] hexosaminidase A deficiency, [7] 
